Spontaneous pneumomediastinum in pregnancy: A case report  by Scala, R. et al.
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 have  to  focus  heavily  on  patient  education,  with  respect
illness  and  treatment,  and  participation  in  clinical
cisions,  allowing  for  patients’  perspectives,  their
dicine  and  inhalation  device  preferences,  and  also  their
ease  and  therapeutic  related  beliefs.  We  also  need  to
ow  the  physical  and  emotional  needs  of  the  patients,
d  to  treat  the  comorbid  conditions,  in  order  to  achieve
etter  control  of  COPD.  For  this  purpose,  we  emphasize
 key  role  of  the  patient’s  family  or  caregivers,  and  the
portance  of  a  multidisciplinary  team  in  patient-centered
dicine.  More  than  the  diagnosis  and  treatment,  patient
ntered  COPD  care  involves  working  with  the  patient  to
vide  the  best  care  possible  and  improvement  in  their
ality  of  life.
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ontaneous
eumomediastinum in
egnancy: A case report
ar  Editor-in-Chief,
stpartum  spontaneous  pneumomediastinum  (Hamman’s
ndrome)  is  a  well-known  but  rare  complication  of
gnancy  which  is  potentially  lethal.  However,  cur-
t  international  pneumothorax  guidelines  do  not  give
y  advice  on  the  management  of  this  life-threatening
ent.1--4
We  report  the  case  of  a  30-year-old  woman  who  came  to
r  attention  at  the  40th  week  of  her  pregnancy.  She  was  a
n-smoker  and  had  no  history  of  pulmonary  diseases.
During  the  later  part  of  labor,  she  suddenly  developed
ial  edema,  subcutaneous  thoracic  emphysema  and  dys-
ea.
Arterial  blood  gas  analysis  revealed  severe  hypoxemia
d  hypocapnia.
an
ma
tem
ma
res Braido F, Baiardini I, Sumberesi M, Blasi F, Canonical GW.
Obstructive lung diseases and inhaler treatment. Respir Res.
2013;14.
 Rand CS. Patient adherence with COPD therapy. Eur Respir Rev.
2005;14:97--101.
 Bryant J, McDonald V, Boyes A, Sanson-Fisher R, Paul C, Melville
J. Improving medication adherence in chronic obstructive pul-
monary disease. Respir Res. 2013;14.
 Restrepo RD, Alvarez MT, Wittnebel LD, Sorenson H, Wettstein R,
Vines DL, et al. Medication adherence issues in patients treated
for COPD. Int J COPD. 2008;3:371--84.
 Vincken W,  Dekhuijzen R, Barnes P. The ADMIT series -- issues in
inhalation therapy. Prim Care J. 2010;19:10--20.
 Araújo
spiratory  Department,  CHAA,  Guimarães,  Portugal
ail  address:  duartearaujodr@sapo.pt
p://dx.doi.org/10.1016/j.rppnen.2015.08.008
Blood  pressure  and  cardiac  rate  were  normal  and  senso-
m  was  intact  (Kelly  score  =  1).
Chest  CT  scan  showed  a  large  pneumomediastinum  with
ateral  pneumothorax  (Fig.  1).
The  patient  was  submitted  to  cardio-respiratory  monitor-
 and  treated  with  oxygen  and  conservative  therapy.
Within  ﬁve  days  of  hospitalization,  the  patient’s  condi-
n  improved  with  complete  resolution  of  the  subcutaneous
physema  and  a  partial  reabsorption  of  both  pneumome-
stinum  and  pneumothorax.
After  a  follow-up  of  two  weeks,  chest  X-ray  turned  out
be  normal.
Patho-physiologically,  the  development  of  pneumomedi-
inum  during  spontaneous  delivery  is  linked  to  the  sudden
eration  of  the  alveola  due  to  the  increase  of  intrathoracic
d  intra-abdominal  pressure  caused  by  repeated  Valsalva
neuvers  (Fig.  2).
The  main  physiological  alterations  of  the  respiratory  sys-
 that  occurred  during  the  last  part  of  pregnancy  are
inly  the  consequence  of  the  progestin  stimulation  of  the
piratory  drive  and  consist  of  a  reduction  in  the  functional
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Figure  1  Chest  CT  showing  a  large  pneumomediastinum  associated  with  a  minimum  layer  of  bilateral  pneumothorax,  more  visib
on the  left  (maximum  thickness  17  mm)  associated  with  huge  subcutaneous  emphysema  in  the  sovraclavear  region,  in  the  neck  an
in the  laterocervical  bands  bilaterally.
residual  capacity  and  an  increase  of  about  70%  in  alveo-
lar  ventilation  due  to  a  breathing  pattern  with  augmented
respiratory  rate  and  tidal  volume.
During  the  second  stage  of  labor,  hyperventilation  and
increase  of  intra-abdominal  pressure  caused  by  repeated
Valsalva  maneuvers  are  risk  factors  for  the  development
of  pneumothorax  and  pneumomediastinum,  especially  in
patients  with  pre-existent  subpleural  blebs.5,6
In  this  case  report,  the  pneumomediastinum  was  likely  to
be  due  to  this  baro-traumatic  mechanism.
The  current  guidelines  for  the  management  of  pneumoth
orax  and  pneumomediastinum  do  not  indicate  a  speciﬁ
treatment  for  Hamman’s  syndrome.  The  recommendatio
of  the  experts  is  to  encourage  better  coordination  betwee
thoracic  surgeons,  gynecologists  and  lung  specialists  so  tha
this  condition  can  be  managed  better.1,7,8 Lung  specia
ists  should  be  able  to  recognize  this  rare  complicatio
of  pregnancy  in  order  to  coordinate  a  useful  collabor
tion  with  other  specialists  during  patient  observation  an
treatment.
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Figure  2  Pathophysiologic  mechanisms  of  post  partum  pneu-
momediastinum.
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